An obstetric fistula is classically regarded as an "accident of childbirth" in which prolonged obstructed labor leads to destruction of the vesicovaginal/rectovaginal septum with consequent loss of urinary and/or fecal control. Obstetric fistula is highly stigmatizing and afflicted women often become social outcasts. Although obstetric fistula has been eliminated from advanced industrialized nations, it remains a major public health problem in the world's poorest countries. Several million cases of obstetric fistula are currently thought to exist in sub-Saharan Africa and south Asia. Although techniques for the surgical repair of such injuries are well known, it is less clear which strategies effectively prevent fistulas, largely because of the complex interactions among medical, social, economic, and environmental factors present in those countries where fistulas are prevalent. This article uses the Haddon matrix, a standard tool for injury analysis, to examine the factors influencing obstetric fistula formation in low-resource countries. Construction of a Haddon matrix provides a "wide angle" overview of this tragic clinical problem. The resulting analysis suggests that the most effective short-term strategies for obstetric fistula prevention will involve enhanced surveillance of labor, improved access to emergency obstetric services (particularly cesarean delivery), competent medical care for women both during and after obstructed labor, and the development of specialist fistula centers to treat injured women where fistula prevalence is high. The long-term strategies to eradicate obstetric fistula must include universal access to emergency obstetric care, improved access to family planning services, increased education for girls and women, community economic development, and enhanced gender equity. Successful eradication of the obstetric fistula will require the mobilization of sufficient political will at both the international and individual country levels to ensure that adequate resources are devoted to this problem and that maternal health becomes a high priority on national political agendas.
THE OBSTETRIC FISTULA PROBLEM IN LOW RESOURCE COUNTRIES
In classic medical terms, an obstetric fistula is an "accident of childbirth" in which an abnormal opening is formed between the vagina and the bladder or rectum "through which the contents of either may escape." 1 Fistulas resulting from childbirth are exceptionally rare in wealthy industrialized countries, although such injuries still develop occasionally as complications of cancer treatment or pelvic surgery. 2, 3 In the impoverished countries of sub-Saharan Africa and south Asia, obstetric fistulas are very common. Tens of thousands of new cases occur each year, and several million women are afflicted with this condition, languishing in misery because surgical repair is difficult to obtain. 4, 5 Many Western gynecologists and urologists have seen patients who have developed a vesicovaginal fistula after a hysterectomy, but the vesicovaginal fistula that develops from obstructed labor is a very different kind of injury. The posthysterectomy fistula develops as the result of a discrete injury to otherwise healthy tissues under circumstances in which normal postoperative healing is compromised: a pool of urine forms next to the injured bladder and prevents normal healing of the vaginal cuff. Eventually, the accumulated urine drains into the vagina between the nonhealing edges of the surgical wound to create a vesicovaginal fistula. Obstetric fistulas arise from direct destruction of the vesicovaginal septum by pressure necrosis during prolonged obstructed labor. Here, the bladder and vagina are joined not through a small hole between 2 healthy adjacent organs, but rather because the tissues that normally keep the bladder separate from the vagina have been destroyed by prolonged pressure from the fetal head trapped within its mother's birth canal. The unrelenting pressure of the fetal head pressed against the maternal soft tissues, which are trapped against her pelvic bones, produces a crush injury that eventually cuts off their blood supply, leading to necrosis, sloughing, and fistula formation (Fig. 1 ). Unless this pathophysiological process is interrupted by prompt delivery (which usually requires cesarean delivery), it may last for several days, generally resulting in the death of the fetus. In a series of 899 obstetric fistula cases seen at Evangel Hospital in Jos, Nigeria, 79% of fistula patients had labors that lasted Ͼ2 days, and 21% had been in labor for 4 or more days during the index pregnancy in which their injuries occurred. The fetal fatality rate in these cases was 92%. 6 If a woman is lucky enough to survive the ordeal of prolonged obstructed labor, she may be left not only with a fistula but also with other devastating pelvic injuries that make up the "obstructed labor injury complex" 7 (Table 1) . Because obstetric fistulas do not heal without surgical intervention, and because surgical care is largely inaccessible in poor African nations 8 (the national cesarean delivery rate in Niger is only 0.5%, for example 9 ), women with fistulas live with a constant trickle of urine or feces that trails them wherever they go, rendering them unclean, foul-smelling, and miserable. They become stigmatized, separated or divorced from their husbands, often living an outcast existence on the margins of society. 10 Obstetric fistulas were common in the United States 150 years ago, 11 but at present, this condition has vanished from both the collective experience of childbearing women and the physicians who care for them. The obstetric fistula disappeared as obstetric care became scientifically grounded, clinically more effective, and universally accessible. The dual challenge for Africa is not only to repair the huge backlog of accumulated cases but also to develop effective strategies for preventing the occurrence of future fistulas. 
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THE HADDON MATRIX: A TOOL FOR INJURY ANALYSIS
Research on maternal mortality and severe acute maternal morbidity (often referred to as "near miss" obstetrical events), has demonstrated complex interrelationships among biology, culture, economics, and the physical environment in parts of the world where rates of maternal death and obstetric disability are high. 12, 13 The international community has acknowledged the vast disparities in maternal health that exist between affluent, high-resource countries and impoverished nations, yet progress toward reducing these inequities has been very slow. 14, 15 This is partly because of a lack of political will, but it is also because of the fact that many different factors contribute to maternal death and childbirth injury. These factors are often deeply embedded in the cultures where maternal mortality and obstetric morbidity are problematic.
Obstructed labor is a major contributor to maternal death in developing countries, 16 and it is the principal driving force behind the epidemic of obstetric fistulas in sub-Saharan Africa. Because an obstetric fistula is an "accident of childbirth," it can be evaluated using standard tools of injury analysis. The fundamental paradigm for injury prevention was developed by Haddon, who spent his career as head of the National Highway Traffic Safety Administration and as Director of the Insurance Institute for Highway Safety. [17] [18] [19] [20] [21] [22] [23] Haddon contended that "injuries" and "accidents" were not unpredictable, unavoidable acts of fate about which nothing could be done; but rather, that they were discrete events that occurred in specific settings characterized by circumstances in which excessive amounts of energy were transferred to a human subject in harmful ways. The factors that contributed to an accident could therefore be analyzed and understood, and strategies could be devised to reduce or eliminate the occurrence, severity, and consequences of such events. Under Haddon's influence, injury prevention became a truly scientific field of study.
Haddon focused on automobile safety, but his approach has been used successfully in many other areas. [24] [25] [26] [27] [28] With respect to highway accidents, Haddon looked at 3 sets of factors: the "host" (accident victim), the force vector (here an automobile crash), and the environment in which the injury occurred (for example, a winding, poorly maintained highway at dusk in a rainstorm). He then looked at the interactions of these factors over time. He divided the time course of an injury into preinjury, injury event, and postinjury periods. The interactions of the various factors and the time course of events could then be used to create a grid of 9 to 12 cells. From Haddon's perspective, an obstetric fistula is a birth injury that occurs to a pregnant woman when her labor becomes obstructed, and appropriate obstetrical intervention does not occur in a timely manner. The resulting matrix lists the factors at each point on the timeline that increase or decrease the likelihood of obstructed labor and which promote or 
PREINJURY FACTORS AFFECTING OBSTETRIC FISTULA FORMATION
The first row in Table 2 ("PreEvent" phase) lists the baseline factors that "set the stage" on which the events of labor will take place. The considerable literature on maternal mortality suggests that better pregnancy outcomes for both mother and baby occur in healthy, well-educated communities in which women have good nutrition, adequate economic resources, reliable access to high-quality medical care, and where the contributions that women make to family and community life are acknowledged, respected, and valued. [29] [30] [31] Because obstetric fistulas are a complication of obstructed labor, only pregnant women are at risk for this condition. It is notoriously difficult to predict the risk of obstructed labor in any individual pregnancy. The extensive literature on obstetric risk has produced no consensus on how the risk of obstructed labor may be predicted accurately in the antenatal setting, particularly in low-resource environments. 32 The best predictor of future obstetric complications appears to be a woman's own reproductive history. 33 Because menarche, with its risk of fertility, occurs before the pelvis reaches its full adult capacity, obstructed labor is more likely to occur in a young teenaged mother than in an older woman 34 ; but any woman, including the older multipara, who has given birth successfully may develop obstructed labor if cephalopelvic disproportion is present or if the fetus presents abnormally. 35 Because contraception will reduce a woman's risk of fistula by preventing pregnancy, access to family planning is an important fistula prevention strategy, especially among women in higher reproductive risk groups such as young teenagers or women near the end of their reproductive years. 36, 37 The risk that obstructed labor will cross the threshold at which compressive forces produce tissue necrosis is influenced directly by a woman's medical and nutritional status. Healthy pelvic tissues are more resistant to injury than those that are malnourished or poorly oxygenated. A pregnant woman's overall level of health is influenced by her socioeconomic status, including her marital status, level of education, and the position of her community within the larger society. Over 35 years ago, Harrison et al demonstrated the impact of increasing levels of education on maternal deaths in Zaria, Nigeria. 38 Higher levels of maternal education were associated with dramatically reduced levels of maternal mortality. The causal link probably involved better general health and improved nutrition, enhanced personal empowerment, and increased use of antenatal care. Antenatal care was probably not important so much for what it did directly, but rather for the fact that by plugging women into an effective system of maternal health care, it allowed "booked" women to access emergency care promptly when complications arose during pregnancy. In Harrison's study of nearly 23,000 deliveries, the maternal mortality ratio for uneducated women unbooked for prenatal care was a stunning 2900 maternal deaths per 100,000 deliveries, whereas the maternal mortality ratio for booked women with some formal education was only 250 maternal deaths per 100,000 deliveries. 38 In their study of 899 women with obstetric fistulas from Jos, Nigeria, Wall et al found a similar relationship between increasing educational levels and decreasing prevalence of fistula. 6 The causal factors here also probably involve higher levels of affluence, nutrition, and personal empowerment, and an increased ability to access medical and social resources when needed among more educated women. 39 It should be stressed, however, that knowledge of obstetric complications and individual empowerment to seek care in a timely manner are meaningless unless effective emergency obstetric services are actually available within the community.
A high value on maternal health appears to be closely tied to community wealth and education. 29, 30 In a cross-national study of 148 countries, McAlister and Baskett found that both the Human Development Index and the Gender Development Index were powerful predictors of maternal and infant mortality rates and that female literacy and enrollment in educational programs were moderate predictors of reduced maternal mortality. 31 A global review that looked at cesarean rates in 42 countries in Africa, Asia, Latin America, and the Caribbean by wealth quintile found that the poorest members of these societies had extremely limited access to cesarean delivery (cesarean delivery rates of Ͻ1% for the poorest 20% of the
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Obstetrical and Gynecological Survey population in 20 countries and Ͻ1% for 80% of the population in 6 countries). 40 Maternal death and disability are not determined primarily by rising prosperity, however, but rather by access to life-saving technologies during emergency conditions. 39, [41] [42] [43] [44] Affluence makes such technologies more widely available, but the more important factor in reducing maternal morbidities such as obstetric fistula is whether or not the political will exists to provide basic emergency obstetric services broadly throughout society. What is valued by the community determines how its resources are distributed. Shiffman has shown that poor countries can reduce high rates of maternal mortality and childbirth injury if they make maternal health a national priority and act accordingly. 45, 46 
FACTORS INFLUENCING THE OUTCOME OF OBSTRUCTED LABOR
Because obstetric vesicovaginal fistulas result from prolonged compression of the bladder wall and vagina by the fetal head, the most critical factors in determining whether or not a fistula develops are the clinical conditions present when labor becomes obstructed. The factors listed in the middle row of Table 2 suggest that the most effective way to prevent obstetric fistulas is through high-quality intrapartum care. Because our ability to predict obstructed labor on the basis of prenatal factors is so poor, obstructed labor will only be detected through careful monitoring of the progress of labor. 47, 48 The general state of maternal health and nutrition obviously sets the background against which the scenario of obstructed labor plays out, but the principal factors contributing to fistula formation are those that prolong labor, prevent the timely diagnosis of obstruction, and interfere with prompt intervention to relieve that obstruction before irreversible tissue injury occurs. The location at which a fistula develops will depend on the level at which labor becomes obstructed (pelvic brim, mid-pelvis, pelvic outlet), the extent of the tissue that is crushed, the force exerted by the uterine contractions, and the length of time this process continues. A fistula will only form if the compressive forces cross the threshold at which maternal tissue death occurs. Because multiple variables are involved (blood flow, oxygen supply, infection, tissue resilience, etc), there is no absolute "time limit" at which fistula formation will occur. Nearly 150 years ago, Emmet showed that labors lasting less than a day could cross this injury threshold. 49 It is therefore imperative that the progress of every labor be monitored by competent birth attendants and that women are referred to a higher level of obstetric care as soon as labor stops progressing normally. It is particularly important to monitor urine output during labor because pressure from the impacted fetal head often compresses the bladder neck and urethra so tightly that urine cannot be expelled (Fig. 1) . A woman who labors for several days under such conditions will develop a grossly over-distended bladder that is highly vulnerable to ischemic injury. To the pain of unrelenting labor is added the pain of a bladder on the verge of rupture. 50 The presence of an infection in the urine, in the uterus, in the fetus, or generalized sepsis will also predispose the laboring woman toward an unfavorable outcome.
When labor becomes obstructed, the possibility develops of there being an "energy exchange … in excess of bodily injury thresholds,"
19 which leads to tissue death, sloughing of the vesicovaginal septum, and fistula formation. The formation of a fistula can only be prevented by interrupting the process of mechanical energy exchange between the contracting uterus (acting through the vector of the impacted fetus) and the affected maternal tissues before the injury threshold is crossed. In theory, this could be done in 3 ways: (1) by somehow making the maternal tissues more resilient, and thus better able to resist the potential negative effects of the compressive forces; (2) by stopping the uterus from contracting, thereby preventing the generation of mechanical energy; or (3) by otherwise relieving the pressure that is being exerted by the presenting fetal part. All of these strategies require the presence of a skilled attendant who has the technical resources to carry out an appropriate intervention. At present, there is no clinically proven technique for making the maternal tissues more resistant to injury, aside from generally supportive medical care. In theory, uterine contractions could be stopped by the administration of a powerful tocolytic agent, but in practice, there are few drugs that are effective in stopping even preterm labor, and there is almost no evidence that tocolysis can stop labor at term. The only cases in which this has been attempted so far have been cases in which there is fetal intolerance to labor. In a few cases, attempts have been made to administer tocolytic drugs with the goal of reducing uterine contractility until delivery can be accomplished by cesarean delivery. 51 This strategy requires an effective drug, the presence of sophisticated medical personnel and facilities, and a level of financial affluence quite different from that found in the impoverished rural areas of developing countries where fistulas are common. Therefore, the only practical strategy for fistula
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Obstetrical and Gynecological Survey prevention is relief of the obstruction through surgical intervention. If surgical intervention is to be successful in preventing a fistula, the operation must occur before the maternal injury threshold has been crossed. Usually, there is no way of knowing this at the time the operation is performed. In intervening in this way, the possibility of causing additional maternal harm must be considered, particularly if the fetus is already dead (as will usually be true in advanced cases of obstructed labor). It is a double tragedy to perform a cesarean delivery on a woman to deliver a dead fetus only to have her develop a major postoperative complication or die thereafter. In many cases of obstructed labor, the fetus can be removed vaginally either by simple mechanical maneuvers if it is long dead and has become macerated, or with the use of obstetrical forceps or a vacuum extractor. If labor is obstructed at the pelvic outlet, a symphysiotomy can sometimes be performed, creating enough space to allow a vaginal delivery. 52 Alternatively, the impaction can be decompressed by destroying the fetus and removing it piecemeal from below. 53, 54 If the fetus is alive, many practitioners would be loathe to destroy it even to save the mother's life. Even if the fetus is dead, the operation is still unpleasant. However, in many such cases, the morbidity from a destructive procedure is less than that from a cesarean delivery in which the uterus is opened, and its potentially infected contents are spilled into the abdominal cavity. For the most part, transabdominal cesarean delivery that bypasses the vaginal obstruction is the most common surgical approach in obstructed labor.
The location in which obstructed labor is managed is a major factor in its outcome. Obstructed labor cannot be treated adequately or safely in a hut in a rural African village. Successful resolution of obstructed labor depends on moving the laboring woman to a better obstetric environment where needed interventions can be performed. Doing this in an expeditious manner depends on the distribution of emergency obstetric care facilities in the region, communications capabilities, and transportation networks. Because the threshold to injury will vary in any individual case of obstructed labor depending on a multitude of co-factors, the most important variable for injury prevention is timely intervention to relieve the obstruction. Delay in obtaining effective care is influenced primarily by the social environment. In their classic article analyzing maternal mortality, Thaddeus and Maine identified 3 major types of delay that lead to maternal deaths. 55 These are (1) delay in deciding to seek care; (2) delay in arriving at an appropriate medical facility; and (3) delay in receiving effective care at such a facility. These same 3 delays are responsible for obstetric fistula formation.
The diagnosis of obstructed labor will probably not be made in a timely manner if those caring for the pregnant woman are obstetrically unskilled. The presence of an attendant who can accurately evaluate the progress of labor is probably the single most important factor in obstetric fistula prevention because delay in diagnosis means that the laboring woman has often already crossed the injury threshold before anyone understands that a problem exists. The World Health Organization has developed a simple graphic representation of labor called a partograph that is highly effective in demonstrating when labor is prolonged. The use of such tools should promote the early transfer of women with prolonged labor to a higher level of care. 56 Obstructed labor is a mechanical problem, but this fact is often not understood within the local community. A common belief is that prolonged labor is a sign of disfavor from gods or the ancestors rather than a straightforward problem of physical obstruction to delivery. If the delay in delivery is believed to be metaphysical rather than mechanical, the remedy sought will be very different. The presence of such spiritual beliefs often results in attempts to force the laboring woman to "confess" her moral indiscretions (an act which is thought to persuade the unhappy spirits to release their "hold" on her reproductive organs), rather than making efforts to alleviate the mechanical obstruction that is preventing delivery. 57 Thus, the woman may be transferred to a church, mosque, or other place of spiritual care rather than to an obstetrical clinic. 58 The determination that labor has lasted too long is, of course, rooted in local perceptions of the "normal" course of labor. Obstetric fistulas tend to be common only in areas where maternal mortality and morbidity are already high, leading to a false (and often tragic) view of what constitutes a "normal" duration of labor. The decision to let a woman linger in childbirth for another day (or 2) in hopes that she will have the baby "on her own" is a major reason that injury occurs. Even if there is a consensus that intervention is needed, the woman may still be unable to seek care unless she has explicit permission from a controlling male authority, who may be absent or unwilling to give his consent, leading to further delay. 59 The decision to intervene may also involve consequential economic considerations. The costs of seeking advanced obstetric care in low-resource countries are often very high relative to the economic circumstances of subsistence farmers or poor manual laborers even where the government declares that obstetrical services are "free." [60] [61] [62] [63] Thus, economic barriers often prolong the delay in accessing care. The economic factors not only involve cash expenditures, but also the opportunity costs that may result from lost wages, lost trade, lost agricultural labor, etc.
Worse still is the decision to utilize directly harmful interventions based on a misunderstanding of the actual clinical situation, such as the administration of medicines (either local herbal remedies or manufactured pharmaceutical products) that make the uterus contract more violently in an attempt to force the baby out [61] [62] [63] [64] [65] [66] [67] or by crude attempts to cut away the obstruction to delivery with razors, knives, broken glass, or other sharp objects. Such actions will often result in increased injury to already compromised tissues and may themselves create a fistula. 56, 59, [65] [66] [67] [68] [69] [70] 
FACTORS INFLUENCING THE AFTERMATH OF OBSTRUCTED LABOR
Obstructed labor always ends. In the best circumstances, it ends because an effective intervention saves the mother's life and delivers a live-born infant. In low-resource countries, obstructed labor often results in death or significant injury to the mother, her fetus, or both. Where obstructed labor is common and surgical services are poor, uterine rupture is common. High rates of uterine rupture have been reported from eastern Nepal (1 uterine rupture for every 112 deliveries) 71 ; from Yemen (1 uterine rupture for every 92 deliveries) 72 ; and from Sokoto in northern Nigeria (1 uterine rupture for every 79 deliveries). 73 By comparison, rupture of the unscarred uterus occurs at a rate of roughly 1 in 17,000 deliveries in the United States. 74 When a woman survives obstructed labor only to develop a fistula, fetal wastage generally exceeds 90%. In the series of 899 fistula cases described by Wall et al, fetal mortality was 92% and of the 75 infants who were live-born, an additional 14 died within the neonatal period. 6 The nature and extent of the injuries that develop in a woman who survives obstructed labor are critically dependent on the quality of care she receives after the event. The ultimate outcome depends on her overall health and nutritional status, whether or not she has developed chorioamnionitis or generalized sepsis during labor, whether or not her bladder was drained or became grossly over-distended during labor, whether or not she had surgery (cesarean delivery, symphysiotomy, hysterectomy, or attempted uterine repair after rupture, etc), and whether or not she develops postoperative complications. After prolonged obstructed labor, the uterine muscle is often exhausted and poorly contractile; however, it is in just these circumstances that oxytocic medications are often most needed to prevent postpartum hemorrhage. 75 If the uterine contents have not been evacuated completely after delivery, the risk of postpartum hemorrhage and infection increases. Survival of those infants who are born alive after prolonged obstructed labor depends on prompt resuscitation and ongoing access to competent pediatric care. These perinatal considerations dictate either that delivery take place in an environment where services of this kind are immediately available or that patients be transferred to such a facility as quickly as possible.
To ensure optimal outcomes, women who arrive at hospital in obstructed labor should be treated immediately according to a standardized management protocol. These women often arrive from rural areas dehydrated, exhausted, in pain, febrile, and infected, with bloody urine, edematous external genitalia, and a dead or moribund fetus. All such women should receive an intravenous line and fluids for rehydration, be cross-matched for possible blood transfusion, have their bladders decompressed by inserting an indwelling urinary catheter, and receive broadspectrum antibiotics while their clinical situation is being assessed. Delivery should be affected promptly to avoid further injury. Rigorous adherence to high clinical standards should improve outcomes, reduce mortality, and lessen the likelihood of subsequent fistula formation in those women whose injuries are not yet fully manifest. 76 Women who arrive at a health care facility after prolonged obstructed labor having already delivered the fetus must also receive prompt and aggressive supportive care to minimize the damage that has been done. Immediate decompression of an over-distended bladder and prolonged catheter drainage sometimes prevents fistula formation altogether, and in some cases, a fresh fistula will heal spontaneously if such interventions are instituted promptly. 77, 78 Even in cases where profound pelvic injuries are evident, prompt, vigorous, and sustained supportive treatment may facilitate remarkable degrees of healing. John St. George described a striking example of this in a case report over 40 years ago. He wrote 79 : Successful surgical reconstruction is transformative for women who develop fistulas after obstructed labor. There should be no barriers hindering their access to such services. A successful fistula operation takes a woman whose self-worth has been shattered, who has been scorned by her community as well as abandoned or divorced by her husband, and restores her to dignity and social community. 10 Fistula victims often carry profound psychosocial wounds, which must also be addressed if they are to recover fully from their ordeal. [80] [81] [82] [83] [84] [85] [86] [87] The rehabilitation of these birth-injured women is facilitated by a supportive social environment and special programs tailored to their specific needs. The development of family and community education programs through which the nature, causation, and treatment of obstructed labor can be explained to society at large is very important for overall fistula prevention efforts. Because obstetric fistulas and related injuries are the result of faulty obstetrical mechanics rather than moral misbehavior, all pregnant women are potentially at risk for these devastating reproductive complications. Getting society to understand this will require sustained, effective, and persuasive social marketing campaigns. 81 Full recovery from an obstetric fistula also requires repair of damaged social and economic relationships. Many women will be unable-or unwilling-to return to home communities that have abused them and will need help in developing new life strategies and in forging new social relationships. This will require the acquisition of new social and economic skills so that they can earn an independent livelihood should they be unwilling or unable to reenter family life. Since many women develop a fistula during their first pregnancy, and because many women who develop an obstetric fistula never have another living child, acquisition of new life-skills is crucial for their longterm survival. In the low-resource countries, in which fistulas are common, the social "safety net" consists almost exclusively of kinship and family ties. When these are ruptured by obstetric catastrophe, it is imperative that alternatives be developed for those who are unable to return to the social circumstances that existed before their injuries.
CONCLUSION
Review of the problem of obstructed labor through the use of a Haddon matrix demonstrates that multiple variables influence the development of obstetric fistulas in the preinjury, injury event, and postinjury time frames. The preinjury influences are diffuse and difficult to modify outside of sustained programs to promote social and economic change. Improvements in intrapartum care (particularly universal access to skilled attendants during labor and rapid access to emergency obstetric services) will have the greatest impact in reducing the incidence of obstetric fistulas. The creation of dedicated fistula centers where the special and often complex surgical and social needs of these women can be met should be a high priority in countries where fistulas are commonplace. For any of these changes to be implemented, however, women's health issues will have to rise higher on the social and political agendas of the countries where these problems are greatest. Even more than being a medical challenge, the obstetric fistula is a moral, political, and socioeconomic challenge. Solving the fistula problem requires competent medical infrastructure, efficient transportation and communication networks, and progressive improvements in the social and legal status of girls and women. Getting men to recognize the important stake that they themselves have in the health of their mothers, wives, sisters, and daughters is of particular importance to the success of such initiatives. 30, 88 The fistula problem will not be solved until the political will to end it develops in those countries where it is common. This will require a revolution in the way that women's health is regarded in those countries. As Appiah has recently argued, the moral revolutions that led to the eradication of injustices such dueling, Chinese footbinding or chattel slavery, have been rooted in changing concepts of honor and national shame. 89 Only when every country in the world recognizes that the presence of obstetric fistula is a stain on its national honor and a shameful accusation of how it treats girls and women will this ancient scourge of childbirth finally be eliminated.
